After an earlier study into the practical aspects of the management of perinatal death, a counselling service was introduced for parents whose baby had died in the perinatal period. The service was monitored, and the parents who received the service were compared with a group that did not. Fifty families were allocated randomly either to the counselling (supported) group or to the contrast group, who received routine hospital care.
Introduction
In the United Kingdom about one in 70 babies dies at or around the time of birth.' Despite the frequency of this event (140 times commoner than phenylketonuria and nearly 50 times commoner than congenital hypothyroidism2), only in the last 10 years has the family's reactions to the loss of the baby and the management of their emotional needs received the attention of obstetricians, paediatricians, and psychiatrists. Although many anecdotal accounts have been published,' few systematic studies have been undertaken. Giles,' in one of the first studies, interviewed 40 bereaved women within a few days of their baby's neonatal death, and described their emotional and physical reactions. These were similar to the grief reactions described by Parkes6 and by Lindemann7 that follow the loss of any loved person. Wolff et a18 followed up for three years 50 women who had had a stillbirth. All but two, who were already being treated for a psychiatric disorder, showed typical grief reactions. Half of the women seemed to have coped with their loss by becoming pregnant again, while the other half had returned to work or intensified their normal activities. In their study of 25 women who had lost a newborn baby Jensen and Zahourek found them to have a high risk of persistent depression for up to one year after the death.
Two different approaches have been developed to try to improve the care of these families and thereby prevent the atypical grief reactions'0 or prolonged emotional disturbance that may follow perinatal bereavement. The first approach consists of recommendations for the practical management of the stillbirth or neonatal death, produced by the National Stillbirth Study Group in 1978."1 These include encouraging parents to see and name the baby, hold a funeral, make opportunities for discussions with the medical staff, and obtain obstetric and genetic counselling. The Thirteen babies were macerated stillbirths while 13 died of congenital malformations, nine of immaturity, and 10 of "asphyxia" during labour or delivery. There were five others with miscellaneous specific causes -for instance, rhesus incompatibility. The supported and contrast groups were comparable on all these parameters.
Results
Sixteen of the supported group and 19 of the contrast group were interviewed at six months (compliance rate 70%). Ten declined to take part; the general practitioners of another four did not wish their patients to be contacted "for fear of upsetting them"; and one couple had left the country. Some information relating to these 15 women was collected from their general practitioners. The interviews took between one and two hours, and, although husbands were invited, only six attended. Twenty-six husbands, however, completed the self-rating scales and posted them a few days later.
All the mothers interviewed had experienced typical bereavement symptoms: tearfulness, sadness, lethargy, insomnia, and physical manifestations of anxiety, such as palpitations, guilt, and irritability. All these symptoms tended to intensify in bouts-the "pangs" of grief. They had all searched for a cause of their baby's death, and most had experienced angry feelings in the first month or so.
SELF-RATING SCALES
The standard cut-off point for psychiatric disorder with the 60-item general health questionnaire is a score of 12+. At 14 . She subsequently delivered a healthy baby girl but totally rejected her. At the 14-months' assessment, the husband, now sober, was looking after the baby while the mother was severely depressed, suicidal, and living alone. Her general health questionnaire score was 47 (one of the highest scores in the study).
Fathers
Since only six fathers attended the first assessment interview (three supported and three contrast), it was not possible to gather detailed information about their experiences of losing their baby. It seemed from the mothers' accounts that most fathers had coped in the early weeks by plunging themselves into their work as soon as possible.
Fourteen fathers in the contrast group and 12 supported fathers completed the self-rating scales. There were no significant differences between the two groups on either the The striking thing about the fathers' general health questionnaire results was the lower incidence of high scorers in the contrast group at six months compared with mothers in the contrast group (two of 14 fathers compared with 10 of 19 mothers, p < 0-03), and the frequency with which the fathers scored "0" on the general health questionnaire at six months compared with the mothers (12 of 26 compared with 6 of 35, p < 005).
"AT RISK" FACTORS
To try to identify "at-risk" factors in the women several factors were studied retrospectively in the contrast group, where they would be uncontaminated by the effects of counselling, and their association with high scores in the general health questionnaire at six months was assessed. Infertility, low social class, previous psychiatric illness, children under 14 at home, caesarean section, stillbirth, and no previous bereavement were not found to be statistically significant.
The only statistically significant associations with a high score were social isolation (p < 0 04) and poor relations (low intimacy) with husband (p < 002). The mother was rated as socially isolated if she could not name anyone among her family or acquaintances whom she perceived as supportive. The marital relations were rated low in intimacy if the mother reported an inability to share or discuss emotionally charged topics with her husband.
MOTHERS' COMMENTS ON THEIR CARE"8
For some women the first assessment interview was clearly a muchneeded opportunity to talk about their baby's death and the effects of this on them and their family. They recalled with great clarity the events surrounding the death, and commented particularly on hurtful remarks, such as that made by one doctor when he had asked the mother how she wanted her baby "disposed of."
At the end of the interviews, the mothers were asked to comment on the care received in hospital or at home. Lack of communication between staff was another source of distress. The day after one woman's baby boy died, a midwife came in and inquired when they were going to deliver her; two weeks BRITISH MEDICAL JOURNAL VOLUME 285 20 NOVEMBER 1982 after her discharge home the health visitor arrived "to check on the baby," and, finally, after sending a small sum of money to the special care baby unit the couple had received a note thanking them for their donation and sending "best wishes to your little boy."
Flexibility had been important where mothers had thought that their care had been good-for example, where they had been encouraged to choose the type of funeral they wanted. The photographs of the dead babies taken for the supported group proved to be of value mainly to those parents who had declined to see their baby at delivery and who had regretted this later. Most parents who actually saw and held their babies preferred to keep this memory of the baby rather than a photograph. Twelve mothers held strong religious beliefs and had been helped by visits from their own ministers or the hospital chaplain.
MOTHERS' EARLY REACTIONS
The bereavement reactions observed were all normal in form, although their duration varied. Feelings of shock and numbness were almost universally described by parents in the first 24 hours. The absence of any expressed emotion at this time was sometimes interpreted by the staff as "coping well." After a few days, parents then began desperately seeking an explanation for their baby's death and had begun to express anger or guilt about events in their pregnancy and labour. As one woman put it "I feel so cheated. All that for nothing. I am so empty." The mothers expressed their emotions more freely than the fathers, many of whom felt obliged to be "strong" and controlled. Often parents were anxious about what to say to their young children when they got home.
Parents often found that relations with friends and acquaintances were difficult in the first few weeks: friends with young children tended to keep away at first, and then perhaps a month or so later assumed that the parents had recovered. Fathers often found that their colleagues at work never mentioned the baby's death, though they tried to be generally supportive by, for example, reducing his work load for a short time. Few parents anticipated the need that most bereaved people experience over several weeks, of repeatedly reviewing the events surrounding the baby's death. They thought that this "bored" their friends and many withdrew socially in the second month.
Discussion
Bereavement reactions should not be regarded as psychiatric disorders necessarily requiring treatment, but the people experiencing them may need medical intervention. The relevance of the high scores on the self-rating scales is the indication they give of delayed recovery from the psychological symptoms associated with bereavement. The results of the study suggest that the impact of the programme of support and counselling in the early months of bereavement appreciably shortened the duration of bereavement reaction for the mothers in the supported group. There is little information available yet on the normal duration of bereavement reactions after perinatal death. Nevertheless, the contrast group may be taken to represent the natural history of bereavement reactions after stillbirth or early neonatal death. Half of these women showed appreciable symptoms of depression and anxiety at six months and 20% at 14 months (general health questionnaire). In other words, 80% of them had recovered from their grief by 14 months. By contrast, fathers recovered more rapidly-86% by six months.
Women were not ready by six months to cope with the emotional stress of another pregnancy without support and counselling. By 14 months, however, they had recovered sufficiently with or without support and counselling.
Two "at-risk" factors were identified retrospectively-a lack of supportiveness in a woman's relations with her friends and neighbours, and poor relations (low intimacy) with her husband. Raphael19 studied a group of 200 Australian widows and identified several factors that seemed to increase their vulnerability to atypical or prolonged grief reactions. She subsequently tested the validity of these factors in a controlled trial of bereavement counselling for selected widows, and established that the most significant was the absence of a (perceived) supportive network. (1) There was evidence of the beneficial effects of a combination of the type of supportive care recommended by the National Stillbirth Study Group together with bereavement counselling. The counselling was required for only six to eight weeks by 75% of the mothers seen, which suggests that the medical social workers attached to maternity units could undertake this task. Specialists, such as psychiatrists or bereavement counsellors, will be needed for a few parents, and this "at-risk" group should be identified as soon as possible so that extra support may be mobilised for them. Until further research has clarified at-risk factors, all bereaved women should have their home circumstances assessed before they are discharged from the maternity unit.
(2) Opportunities for discussion with medical staff about what went wrong with the pregnancy and about worries for future pregnancies are important. Parents did not expect hours of their busy obstetrician's or paediatrician's time. A short meeting before discharge, and an appointment for a second meeting lasting about 15 to 30 minutes with a senior doctor during the first month was greatly appreciated. Naturally, mothers who have lost a baby will require advice and support through their nevt nrenanoxv (3) All the parents interviewed had found it difficult to give consent for a necropsy but did so in the hope that the information provided would help to clarify what had gone wrong. The result of the necropsy was seen, therefore, to be important to them; they expected the results to be discussed with them when they returned to the hospital. The family's general practitioner does not on the whole have the specialist knowledge necessary to discuss this information and its implications.
(4) Support for parents after discharge may be provided from several sources including the Stillbirth and Perinatal Death Association, medical social workers, and community-based professionals. Parents greatly valued early contact with their own general practitioner (before they left hospital if possible; otherwise as soon as they got home) and also with the community midwife who had provided antenatal care. Good communication between the professionals in the hospital and the community is obviously a prerequisite for providing support at the earliest opportunity.
(5) The women in the contrast group seemed to cope better psychologically with their next pregnancy if they had waited more than six months before conceiving. It would seem appropriate to advise bereaved parents to wait a few months, rather than urge them to get pregnant again immediately.
(6) There are obvious implications from this study for the training of student midwives, obstetricians, paediatricians, and staff in special care baby units. All too often, training programmes emphasise the technical rather than the psychological aspects of management. This leaves the student without the skills necessary to cope with his patients' and his own reactions to death. As a result junior medical and nursing staff tend to withdraw from a position where, with a little basic training, they could be both humane and actively helpful.
